Introduction
Canaliculitis is an inflammation of the lacrimal canaliculi caused by infection 1 or as a complication of punctal plug insertion. 2, 3 It is often misdiagnosed 4 leading to a delay in diagnosis. 5 Canaliculitis is generally a unilateral condition. 5 Symptoms associated with primary and secondary canaliculitis include epiphora, conjunctivitis, eyelid matting, a swollen, pouting punctum, or purulent discharge. 4, 6, 7 Other findings include sulfur granules or canaliculiths extruded from the punctum via massage or discovered during canaliculotomy. 6, 8 Additional findings with cases of secondary canaliculitis include an inflammatory mass projecting from the punctum or intermittent blood-stained tears. 2, 3, 8 Canaliculitis should be considered as a possible etiology with persistent or recurrent eyelid lesions, chalazia, or abscesses. 9 A primary infection of the lacrimal canaliculus is relatively uncommon. Actinomycosis may form in up to 2% of all lacrimal disease.
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II. Case History
A 57 years old female patient presented in the eye opd with complaints of swelling of the medial ¼ of the right upper lid since two years with redness off and on.The swelling was painless and gradually increasing in size.She also gives history of whitish granular discharge from the upper punctum about one year after the appearance of the swelling.There was no history of injury locally. Family history and personal history were not significant.
III. Ophthalmological examination
The best corrected visual acuity of both eyes was 6/6 Plano,N6 with +1.50DS. Right eye showed bulbar conjunctival congestion nasally and non tender swelling in the upper canalicular region with pouting of the upper punctum( fig. 1) .
Syringing was patent in the right lower canaliculus but the upper right canaliculus could not be cannulated. Fundus and rest of the ocular examination of both eye was within normal limit.
IV. Management
Initially,the patient was started on broad spectrum systemic as well as topical antibiotic .She did not respond to the treatment. Later she was taken to the minor operation theatre where intraoperatively large amount of granular cheesy sticky discharge was expressed from the upper punctum on gentle pressure.The discharge material was sent for microbiological examination. A diagnosis of right upper canaliculitis was made based on the clinical and Ophthalmological findings.
The report showed Actinomyces israelii which was sensitive to levofloxacin,piperacillin,tazobactam, gentamycin,azithromycin,ofloxacin and ciprofloxacin but resistant to cefadroxil.
She was started on on azithromycin systematically along with topical moxifloxacin eyedrop and gentamycin eye ointment.On the first day of follow up there was mucoid discharge and mild swelling but by the 4 th day the swelling along with the discharge subsided and ,since then, on subsequent follow up visits the patient has not been having any complaint( fig.2) . 
V. Discussion
Lacrimal canaliculitis results from infection of the canaliculi and is most frequently caused by Actinomyces Israelii,an anaerobic gram positive fungus which aggregates to produce large cheesy masses within the distended canal.
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Actinomyces is difficult to culture and microbiological diagnosis may be complicated by secondary bacterial infection such as Staphylococcus. 12 The cheesy secretion may block the flow of tears and yet,the canaliculus often remain patent to syringing. Pressure over the canaliculus expresses a thick discharge from the punctum.Lacrimal canaliculitis has been reportedly misdiagnosed as mucoceles,dacryocystitis,blepharitis and chalazia. 13 Lacrimal canaliculitis can often be a cause of non resolving conjunctivitis and is often misdiagnosed.
14 Therefore it is important to keep in mind this condition while seeing any of the above mentioned cases. The surgical treatment of canaliculitis in combination with conservative therapy yields far better results than conservative therapy alone. 15 Definitive cure alone will not be affected until all concretion are removed,either at surgery or by mechanical expression 2 and subsequent treatment with topical and systemic antibiotic.
VI. Conclusion
Epiphora, chronic or recurrent unilateral conjunctivitis, pouting punctum, yellow discharge or canaliculiths are all presentations of canaliculitis. If discharge or concretions are present, microbiological or histopathological investigation should be conducted from expressed materials. First line treatment is conservative medical therapy with more invasive therapy reserved for conservative treatment failure. It is important to consider the diagnosis of lacrimal canaliculitis in any patient with chronic or recurrent conjunctivitis. Greater awareness of this condition would prevent misdiagnosis and delays in referral for definitive treatment.
